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STATE: Missouri 

OPTOMETRIC SERVICES 

The state agency will establish fee schedules based on thereasonable charge for the 
services as defined and determined by the Division of Medical Services. The 
determination and reimbursement of reasonable charge willbe in conformancewith the 
standards and methods as expressed in 42 CRF 447 Subpart D. Agency payment will 
be thelower of : 

(1) The provider’s actual charge for the service; or 

(2) The allowable fee based onreasonable charge asabove determined. 


The state agency will reimburse providersof any Optometric Services amay be 
covered under Medicare Part6, to the extent of the deductible and coinsurance as 
imposed under Title XVIII for those Medicaid eligible recipient-patients who alsohave 
Medicare Part B eligibility. 

ProspectiveOutpatientHospitalServices Reimbursementmethodologyfor 
Hospitals Located Within Missouri. 
A 	 Outpatient hospital services shall be reimbursed on a prospective 

outpatient payment percentage effective July 1, 2002 except for services 
identified in subsection I.C. The prospective outpatient payment 
percentage will be calculated using the Medicaidoverall outpatient cost­
to-charge ratio from thefourth, fifth, and sixth priorbase year cost reports 
regressed to the current State Fiscal Year (SFY). (If thecurrent SFY is 
2003, the fourth,fifth and sixth prior year cost reports would be the cost 
report filed in calendar year 1997, 1998, and 1999.) The prospective
outpatient payment percentage shall not exceed one hundredpercent
(100%) and shall not be less than twenty percent(20%).

B Outpatientcost-to-chargeratios will be asdetermined in the desk review 
of the base year cost reports.

C Outpatient hospital servicesreimbursementlimited by rule. 
I. All services provided to General Relief (GR) recipients will be 

reimbursed fromthe Medicaid fee schedulein accordance with 
provisions of 13 CSR 70-15.020. 

2. 	 Effective for dates of serviceSeptember 1, 1985, andannually
updated, certain clinical diagnostic laboratory procedures will be 
reimbursed from aMedicaid fee schedule which shall not exceed a 
national fee limitation. 

3. 	 Services of hospital-basedphysicians and certified registerednurse 
anesthetists shall be billed on a CMS-1500 professional claim form, 
which is incorporated by reference aspart of this rule, and 
reimbursed from aMedicaid fee schedule or the billed charge, if 
less. 

4. 	 Outpatient hospital servicesprovided for those recipients having 
available Medicare benefits shall be reimbursed by Medicaid to the 
extent of the deductible and coinsurance as imposed under Title 
XVIII. 
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II 	 Exempt Hospitals. Exempt Hospital Outpatient payment percentwill be setas 
follows and will include: 
A New Medicaid providers which do not have a fourth, fifth and sixth prior year 

cost report. 

1. 	 Interim payment percentage. An interim outpatient payment percentage 
for new Medicaid hospital providers will be set at seventy-five percent 
(75%) for the first three state fiscal years in which the hospital operates. 
The cost reports for these years will have a cost settlement calculated in 
accordance with Attachment4.19B Appendix A. 

2. Outpatient percentage. The outpatient payment percentage for the fourth 
and fifth year in which the hospital operates will be based on theoverall 
Medicaid cost-to-charge ratio from its fourth prior year cost report. 

B 	 Hospitals who qualify as nominal charge providers under 42 CFR 413.13(f) 
shall be reimbursed on aninterim basis by Medicaid at the lesser of seventy­
five percent (75%) of usual and customary charges as billed bythe provider 
for covered services orone hundred percent (100%) of thefacility’s 
Medicaid-allowable outpatient cost-to-charge ratio as determinedfrom the 
most recent desk-reviewed cost report. Reimbursementat the applicable 
percentage shall be effective July 1 of each SFY for all providers. 

C 	 A hospital which had a change in ownership or merged its operation with 
another hospital between January 1, 1997 and June 30,2002, and does not 
have a I997 cost report filedby new owner, shall have the option to delay its 
entry into prospective outpatientpayment methodology or enter the 
prospective outpatient payment methodology identified in subsection I.A. of 
this regulation. The hospital must notify the Division of its decision by 
March 3, 2003. A hospital which chooses to delay its entry into the 
prospective outpatient payment methodologywill receive an outpatient 
payment percentage effective JulyI,2002 in accordance with section 1I.C.1., 
and will have final settlements calculated in accordance with 
Attachment 4.19B Appendix A. The transfer to the prospectiveoutpatient 
payment percentage will occur as follows: 

1. 	 A hospital which does not have a fourth prior year cost report (for SFY 
2003 cost report would be1999) filed by new owner willhave its 
retrospective outpatient payment percentage based on the overall 
outpatient cost-to- chargeratio from the most current desk reviewedcost 
report, either prioror current owner. All cost reports forprior and current 
owner ending in the SFY prior to the year the new owner receivesa 
prospective outpatient payment percentage in accordance with 
paragraph ll.C.2., will have a final settlement calculated in accordance 
with Attachment4: 19BAppendix A, and; 

StatePlan TN# 02-26 Effective Date: 1/30/03 
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2 . A hospital which has a fourth prior year cost report filed by current owner, will 
have its prospective outpatient payment percentage based onthe overall 
outpatient cost-to-charge ratiofrom its fourth prior year cost report the 
fourth and fifth SFY after the change in ownership or merger whichoccurred 
prior to July 1, 2002. For the sixth SFY the hospital's rate will be established 
in accordance with subsection I.A.of this regulation. 

Chart for prospective ratesfor change in ownership or merger 
1" cost reportfiled Settlement SFY SFY Prospective Cost reports used for 

calendar year calculated rate granted Prospective rate 

1998 Yes .f 998 No 

1999 Yes 1999 No 

2000 Yes 2000 No 

2001 No 2001 . No 

2002 1 No 1 2002 1 No I I 
2003 No 2003 Yes 1999 

NJA No Yes 2004 1998,1999 & 2000 

NIA No 2005 Yes 1999,2000 & 2001 

I l l  	 Closedfacilities.Hospitalswhichclosed after January 1, 1999 but before July 2, 
2002 will havefinal settlements for cost reports ending during thistime period 
calculated in accordance with Attachment4.19B Appendix A. 

Definitions 

A 	 Basecostreport.Desk-reviewedMedicare/Medicaidcostreport. When a 
facility has more than one (1) cost report with periods endingin the fourth 
prior calendar year, the cost report covering afull twelve (12)-month period 
will be used. If none of thecost reports cover afull twelve (12) months, the 
cost report with the latest period will be used. If a hospital's base cost report 
is lessthan or greaterthan twe lve  (12)-month period,the data shall be 
adjusted, based on the number of months reflected in the base cost reportto 
a twelve (12)-month period. 

B 	 Cost report. A cost report details, for purposes of both Medicare and 
Medicaid reimbursement,the cost of rendering covered servicesfor the 
fiscal reporting period. The Medicare/Medicaid Uniform Cost Report 
contains the form utilized in filing the cost report. 

C date.Effective 
1. The plan effective date shall be July 1, 2002. 
2. 	 New prospectiveoutpatientpaymentpercentageswill be effective 

July 1 of each SFY. 

StatePlanTN#02-26 
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I .  	 Outpatient hospital settlements, Provider-Based Rural Health Clinic (PBRHC) 
settlements or Provider-Based Federally Qualified Health Centers (PBFQHC) 
settlements will be calculated after the Division receivesthe Medicare/Medicaidcost 
report witha Notice of Provider Reimbursementfrom the hospital Fiscal Intermediary. 
Outpatient settlements shall not be determined for cost report periods endingafter 
December 31, 1998 except for recently closedhospitals, new hospitals as provided for 
in subsection I.E., and nominal charges providers as provided forin paragraph I.E.4. 

A. The Division of Medical Services shall adjust the hospital’s outpatient Medicaid 
payments, PBRHWPBFQHC Medicaid payments (except for those hospitals that 
qualify under subsectionI.B., whose payments will be based on the percent of cost 
in I.A.I., 2, 3 or 4.) for: 

1. 	Services prior to January 5, 1994, the lower of eighty percent (80%) of the 
outpatient share of the costs from subsection I.D., or eighty percent(80%) of the 
outpatient charges fromparagraph I.C.I.,; 

2. 	 Services after January 4, 1994 and prior to April 1, 1998, the lowerof ninety 
percent (90%) of the outpatient shareof the cost from subsection I.D., orninety 
percent (90%) of the outpatient chargefrom paragraph I.C.I.; 

3. 	 Services after March 31, 1998, included in cost reports ending prior to January 
1, 1999 the lower of one hundred percent(100%) of the outpatient shareof the 
cost from subsection I.D, or one hundred percent (100%) of the outpatient 
charge from paragraph I.C.l; and. 

4. PBRHC and PBFQH shall be reimbursed 100% ofits share of the cost in 
subsection I.D. 

B. A facility that meets the Medicare criteriaof nominal charge providerfor the fiscal 
period shall have its net cost reimbursement based onits cost in subsection I.A.I., 
2 or 3. 

C. The Medicaid charges used to determine the cost, and the payments used to 
determine the settlement will be: 

1. For outpatient services the charges and payments extracted from the Medicaid 
outpatient claims historyfor reimbursable services paid ona percentage basis 
under Attachment 4.19B 

2. 	 For provider based PBRHC and PBFQHC the charges and payments will be 
services billed under Attachment 4.19B,page 8 for FQHCs andpage 44for 
PBRHCs. 

StatePlan TN# 02-26 Effective Date O - U 3 j / ~ , i
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Closed facilities. Hospitals which closed after January 1, 1999 but before 
July 1, 2002 will have final settlements for cost reports endingduring this time 
period calculated in accordance with 13 CSR 70-15.040(4)(E)I ; and 

New hospitals which do not have a fourth, fifth, and sixth prior year cost report 
necessary for establishment of a prospective rate will have final settlement 
calculated for their initial three cost report periods. 

Hospitals who qualify as nominal charge providers in accordance with 42 CFR 
413.1 3(f) willhave final settlements calculatedfor all cost report periods. 

Hospitals which had a change in ownership or merged with another hospital 
between January 1, 1997 and June 30,2002 will have a final settlement 
calculated in accordance with this regulation fro the first three cost report 
periods after the change in ownership ormerger after which it will be 
reimbursed under the prospective outpatient hospital reimbursement 
methodology unless it elects to bereimbursed underthe prospective payment 
methodology staring July 1, 2002. 

F. The Medicaid PBRHC or PBFQHC final settlementwill determine either an 
overpayment or an underpaymentfor the hospital’s PBRHC orPBFQHC services. 
For PBRHCor PBFQHC services multiplythe PBRHC or PBFQHCMedicaid 
charges from paragraph (4)(C)2., by the cost center’s cost-to-chargeratio to 
determine PBRHC or PBFQHC cost. From this cost, the PBRHC or PBFQHC 
payments associated with charges from paragraph (4)(C)2., are subtracted. The 
difference is either anoverpayment (negative amount)due from provider or an 
underpayment (positive amount) due to provider. 

II 	 Reopened cost reports received after the Division has completed afinal settlement will 
be calculated in the same manner as the original settlement. The Division will not 
reopen any cost report when the amended NPR is receivedmore than five years after 
the hospital fiscal year end, unlessthe reopening isdue to the provider submittingfalse 
or fraudulent information in its cost report. If the amended cost report changes,the 
previous settlement by less thanone hundred dollars ($loo), the cost report will not be 
reopened. 

State Plan TN# 02-26 Effective Date 
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